Paraprofessional medical assistants (MAs) could help to promote pediatric primary care as a source of mental health services, particularly among patient populations who receive disparate mental health care. This project piloted a brief training to enhance the ability of MAs to have therapeutic encounters with Latino families who have mental health concerns in pediatric primary care. The evaluation of the pilot found that MAs were able to master most of the skills taught during the training, which improved their ability to have patient-centered encounters with families during standardized patient visits coded with the Roter Interaction Analysis System. Parents interviewed 1 and 6 months following the training were more than twice as willing as parents interviewed 1 month before the training to discuss mental health concerns with MAs, and they had better perceptions of their interactions with MAs (all pG0.01) even after controlling for a range of
Introduction
Interventions to improve treatment of mental health problems in pediatric primary care range from relatively brief communication training for primary care providers (PCPs), 1 to collaborative care models that attempt to better integrate mental health services within primary care settings. 2, 3 These interventions have sought to overcome the well-documented barriers to receiving mental health services in pediatric primary care, including the burden that PCPs associate with treating mental health problems, 4 the lack of mental health training and treatment skills among PCPs, 5 and the fragmentation of primary care and specialty mental health services. 6 Addressing the mental health needs of Latino families in pediatric primary care may be especially challenging given language barriers and cultural differences in the way mental health problems are perceived and expressed. 7 Latinos who are recent immigrants may be unfamiliar with the US health care system and unsure of whether primary care is an appropriate venue to discuss mental health problems. 8, 9 Nonetheless, some studies suggest that Latino parents are generally receptive to receiving advice about their child's mental health or social functioning in primary care. 10 In addition, at least one mental health communications training intervention for PCPs found that Latino (and AfricanAmerican) children had more substantial gains in functioning after visiting a trained PCP compared with their non-Latino Caucasian counterparts, suggesting that trained PCPs may have gained skills to overcome some of the language or cultural challenges associated with communication about mental health. 1 As primary care practices, health plans, and policymakers continue to look for ways to enhance the mental health treatment capacity of primary care with limited resources, particularly in public clinics and other settings that serve large uninsured Latino populations, there may be opportunities to think about ways to enhance the role of other staff in the clinic.
Although they are the most common clinical support staff in primary care and community health clinics, 11 paraprofessional medical assistants (MAs) have not played a major role in interventions designed to improve mental health services in these settings. Rather, these interventions tend to focus on enhancing the skills of PCPs, implementing screening, co-locating mental health professionals, and/or changing practice workflows to facilitate delivering or coordinating mental health care. The failure of past interventions to capitalize on the skills of MAs may be an oversight, considering that patients develop therapeutic relationships not only with PCPs but also with other clinical and support staff 12, 13 -relationships that increase the effectiveness of specific interventions 14 may encourage patients to disclose mental health concerns and engage in care. Furthermore, despite evidence from adult and pediatric settings that a team-based approach may best facilitate the effective treatment of mental health problems in primary care, 15, 16 there has been little consideration of how MAs function as part of the primary care team delivering mental health services. Finding ways to enhance the mental health treatment skills of MAs may have particular advantages in clinics where PCPs are culturally dissimilar from their patients but MAs share a common language or cultural heritage. For example, in home visiting programs and hospitals, paraprofessionals have functioned as "cultural bridges" between patients and providers in situations where differences in race, ethnicity, or language impede care. 17, 18 In primary care, MAs are typically responsible for escorting patients to the examination room, orienting patients to the visit, measuring vital signs, gathering health information, and identifying the reason for the visit. They may also perform procedures, such as administering screening forms, giving immunizations, or collecting specimens. In these roles, MAs can "activate" patients to participate in the visit when helping them formulate their concerns and set the agenda for the visit. They can also encourage the patient to seek help from the PCP (for example, when a patient is uncertain whether he or she should discuss a problem) and may help patients feel optimistic that treatment will help. 19, 20 Nonetheless, MAs face several challenges to having therapeutic encounters with patients who have mental health problems. During their short visits with patients, the competing demands of physical health problems and maintaining productivity may impede the ability of MAs to respond to mental health concerns in an empathetic and supportive manner that encourages patients to discuss such concerns with their PCP. [21] [22] [23] MAs may also lack the time, skills, and confidence to encourage the disclosure of mental health problems and efficiently gather information about the problem.
This project piloted communication training for MAs in pediatric primary care to examine the feasibility of enhancing their skills. The training was piloted in a clinic that served a primarily Latino population to address the aforementioned challenges to delivering mental health services in primary care for this population and because a previous training for PCPs demonstrated positive results for Latino families. 1 In addition, there is some evidence that Latinos have lower rates of patient activation than their non-Latino counterparts 9 and that interventions designed to enhance patient activation could be particularly beneficial for engaging Latino populations in care and reducing disparities. 24, 25 Thus, piloting the training in this setting not only yielded data to understand whether the training changed MAs' behaviors and parents' perceptions of care but also provided an opportunity to gather data to understand how the training could be tailored to a population who receives disparate mental health care. 9, 26 Following the example of other "complex interventions", 27, 28 the project began by refining the goals for the training and identifying contextual factors that could affect the design and outcomes of the training. The evaluation of the pilot not only gathered data on the potential effectiveness of the training-that is, whether it improved parents' willingness to discuss mental health concerns with MAs or PCPs-but also gathered information on how the training functioned to create such outcomes by examining which skills the MAs learned and applied in their encounters with families and whether the training improved parents' perceptions of their interactions with MAs. Thus, the evaluation sought to answer the following questions: (1) To what extent can MAs master the skills taught during the training; (2) Do patients' perceptions of MAs and their willingness to discuss mental health concerns with MAs change improve after the training; and (3) Are patients more likely to discuss mental health concerns with PCPs after the training? The evaluation was intended to gather preliminary evidence about the feasibility of the training to inform refining the training for a large-scale trial and potential applications in other settings.
Methods

Setting
The training was developed in collaboration with a Federally Qualified Health Center that primarily serves Latino families in Washington, DC. The center provides a range of health and social services to adults, youths, and children at two urban sites and one suburban site. The training was conducted at the pediatric practice at the larger of the two urban sites because the center administrators selected this site as having the greatest need for training.
To recruit MAs, nursing and mental health supervisory staff at the center helped arrange a series of meetings between the authors and MAs, during which the study goals, voluntary nature of participation, and intention not to share training outcomes with center management in a way that could identify specific participants, were discussed.
Development of training
The Gateway Provider Model (GPM) served as the guiding conceptual framework for the training. 29 The GPM posits that characteristics of communities, service systems, providers, and patients interact in a complex and dynamic manner to influence whether PCPs identify and treat mental health problems. A key component of the GPM is the removal of barriers to the flow of information from patient to provider (as well as between providers) to facilitate the identification and treatment of mental health problems. Thus, the training was initially conceived as a mechanism to bolster the communication skills of MAs given their integral role in the flow of information-they serve a dual purpose of activating the patient to disclose mental health concerns and relay those concerns to the PCP. The training was intended to enhance the skills of MAs based on the hypothesis that the use of those skills would improve patients' perceptions of the MAs as caring and empathetic, increasing their willingness to discuss mental health concerns with both MAs and PCPs, and ultimately facilitate the identification and treatment of mental health problems.
To understand how the GPM applied to this particular clinic and community, and inform the content and format of the training, the project began with a series of interviews with center leadership and four focus groups: one with the participating MAs (n=7), one with parents (n=8), and two with youth (n=15) who had used services at the center. Center staff not otherwise involved in the study recruited parents and youth for the focus groups; all provided written informed consent and received $20 gift cards as honoraria. A child psychiatrist conducted the parent focus group in Spanish and the teen groups in English.
Interviews with center administrators sought to identify barriers to having therapeutic encounters with patients who have mental health problems and strategies MAs could use to overcome them. Focus groups with MAs sought to understand the challenges they encountered responding to patients with mental health problems, while focus groups with parents and teens explored the kinds of mental health problems for which they might consider seeking help at the center, then discussed experiences there that facilitated or hindered such care.
The initial content for training was based on a previously developed program designed to improve mental health-related interaction skills of pediatric PCPs. 1 The training included teaching a set of skills drawn from patient activation interventions, 30 ,31 motivational enhancement, 32 and family therapy. 33 We used the focus group and administrator interview data to map and adapt the original training content to the MAs' core job functions (see Table 1 ). Some components of the training addressed the unique needs of Latino patient populations. For example, the training component that covered following up on parent or youth/child hints that there might be a mental health problem included discussion of the words and phrases that Latino immigrant populations might use to describe their stresses and concerns. There was also discussion about how Latino patients viewed mental health treatment, common sources of mental health concerns in the local Latino community (which included a high rate of poverty), and the places families might find acceptable to seek mental health treatment. Finally, there was discussion about the need for privacy and confidentiality regarding mental health concerns within the local Latino community.
Training was delivered in three 1 hour lunchtime sessions spaced evenly over 6 weeks, during which MAs participated in group discussions, watched video examples of interactions between MAs and patients, and practiced their skills through role play. So as to be replicable, the sessions were structured by embedding the examples and cues for discussion in a set of "slides" that outlined the topics to be covered. A child psychiatrist facilitated each session. MAs were given pocket-sized reminder cards that prompted them to use the skills taught during the sessions.
Evaluation of training
Given the lack of previous communication trainings for MAs, we followed the model of development of complex interventions 27, 28 by trying to develop a study that could most efficiently help us identify the key processes and outcomes that might need to be observed in a future trial. After discussion with site administrators, we decided that the most acceptable design that would meet this goal was a sequential cohort pre-post design, carried out at a single site in which three cohorts of families would be recruited to assess whether the training had any positive or negative impact on patients: one cohort was recruited the month immediately before the training, a second cohort was recruited the month immediately following the final training session, and the third cohort was recruited 6 months after the final training session. The study was intended to understand what skills MAs could learn during the training and whether parents would respond. Randomization of MAs to receive the training or delaying training to any of the MAs was not Acknowledging concern, avoiding taking sides, and focusing on agenda for current visit
Responding to coerced patients (for example, patients forced to seek care by school)
Avoiding vilifying the coercive force, empathizing with patient, and emphasizing the independent role of the clinic as helper Setting agenda for visit with PCP Repeating list of concerns and getting agreement on the agenda from everyone present Encouraging discussion of concerns with PCP Prompting patient to discuss health and mental health concerns with PCP and reiterating that concerns are appropriate for visit possible because the MAs work in such close collaboration with each other that contamination was inevitable. It was not possible to recruit a comparison group of families within the clinic because all MAs received the training at the same time and therefore all families interacted with the trained MAs following the training. Bilingual (English and Spanish) research assistants approached every parent in the clinic waiting area to assess his or her eligibility and interest in participating in the study. To be eligible for the study, children had to range in age from 18 months to 16 years, and the parent/youth could not report child/youth pain of 5 or greater on a 1 to 10 scale to avoid burdening those in severe pain. Parents provided written consent, and youth ages 11 to 16 years provided written assent. Each participating parent received a $20 gift card as an honorarium.
All study forms were available in Spanish and English and administered orally if parents had difficulty reading. Before the visit, the parent completed a brief questionnaire reporting the reason for the visit and family demographic information. The parent also completed the Patient Health Questionnaire-9 (PHQ-9), 34 which has been validated in Spanish, 35, 36 to report his or her depressive symptoms and severity.
Parents of children ages 3 to 16 years completed the Strengths and Difficulties Questionnaire (SDQ) 37 to measure mental health difficulties during the past 6 months. This measures, which has been widely used among Spanish-speaking populations, 38, 39 yields an overall "total difficulties" score. Because the SDQ has not been widely used or validated for younger children, parents of children ages 18 to 36 months completed the Mental Health Inventory (MHI), a brief set of items from the Child Behavior Checklist specifically designed for such young children in the US National Health Interview Survey. 40 Both these instruments were scored using their standard algorithms. Based on US norms, an SDQ total difficulties score of 12 or higher and a score of 3 or higher on the MHI indicated moderate to high symptoms. 41, 42 Following the visit, the parent reported time spent with the MA (less than 5 minutes, 5 to 10 minutes, or more than 10 minutes) and completed a questionnaire indicating his or her willingness to discuss several health and mental health topics with the MA. The first series of questions, developed specifically for this project, asked, "How much do you agree that the medical assistant should talk with you about (1) why you are visiting the clinic today; (2) your child's health; (3) how your child is doing in school; (4) your child's feelings or behaviors; (5) your own health; (6) stress that you are feeling; (7) problems in your family; (8) questions about your child's treatment?" Parents responded to each item using a five-point Likert scale ranging from "strongly disagree" to "strongly agree." The second series of questions, derived from an evaluation of a communication training for PCPs, 1 asked the parent to report whether the visit with the MA or PCP included discussion about the reason for the visit, the child's behaviors or feelings, school performance, getting along with other children, parental stresses or strains, parental health, and family problems. Finally, parents answered the question, "How much do you agree that the medical assistant (1) asked inappropriate questions; (2) acted bossy; (3) made you feel uncomfortable; (4) didn't understand why you came to the clinic?" using a five-point Likert scale that ranged from "strongly disagree" to "strongly agree". 1 Meetings with MAs, PCPs, and administrators were conducted 6 months following the training to debrief on their perceptions of the usefulness of the training and its impact on the clinic.
Uptake of skills
Repeated observations of "visits" in which MAs performed their usual clinical tasks with two standardized patients (SP) were used to measure the uptake of skills. These visits were incorporated into the training as, respectively, a baseline session 1 month before the training began, opportunities to practice skills immediately after the first and third training sessions, and then a final SP visit about 4 months later. Following the example of previous communication trials that used SP visits, 1 for each SP visit, MAs took a break between seeing real patients to come to an examination room in the clinic where they were briefed by a study team member who introduced them to the SPs and gave them a mock patient record on which to take notes. Each SP visit involved a mother and teenage daughter who followed scripts designed to elicit use of the skills taught during the training. The visits were video recorded both for analysis and so that MAs could receive a copy for their own review. The SPs were prepared by rehearsing their script with a psychiatrist and another researcher. Two research assistants coded the videos to assess whether or not MAs demonstrated the skills. The research assistants practiced with videos from a prior training of PCPs to become proficient with the coding scheme. The videos were assigned random numbers so coders were blinded to the sequence of visits. Coders worked independently, then compared their coding and watched the videos together to resolve any discrepancies. Disagreements were resolved by the child psychiatrist. The videos were also coded to assess MAs' patient-centeredness-a philosophy of care that includes attending to patients' psychosocial needs, encouraging disclosure of concerns, building a patientprovider partnership, and actively facilitating patient involvement in decisions. 43 Patient-centeredness, which is associated with positive patient outcomes, has been measured in several ways. 44 The videos in this project were coded using the Roter Interaction Analysis System (RIAS), 45, 46 which classifies each speaker's utterances into one of several exclusive categories. We measured patient-centeredness by summing several RIAS categories: provider talk in medical and psychosocial information giving, asking psychosocial questions, showing empathy, giving reassurance, and partnership building (that is, talk that facilitates conversation). A single coder analyzed all the videos after training to reliability on a different set of videos collected during a previous study. 47 
Analysis
Chi-square and t tests were conducted to examine bivariate relationships; paired t tests were used to examine changes in patient-centeredness over time. Because responses were skewed and not distributed normally, responses to questions regarding parent willingness to discuss mental health and other psychosocial concerns with MAs were dichotomized into "strongly agreed" versus all others while questions regarding parent perceptions of the MAs were dichotomized into "strongly disagree" versus all others.
Because different instrumentation was used to gather information about child mental health symptoms, we constructed a variable that identified if the child/youth had moderate to high symptoms on either the MHI or SDQ. We constructed another to indicate if the parent discussed any one of the five mental health topics with the MA or PCP.
Logistic regression was used to model the odds that a parent strongly agreed the MA should discuss a specific topic as a function of the cohort in which the data were collected and covariates that were hypothesized to potentially influence the outcome, including the number of years the family received services at the clinic (first visit, less than 1 year, 1 to 5 years, or more than 5 years), reason for the visit (well-child, acute/sick care, or other), child age and gender, PHQ score, moderate to high child/youth mental health symptoms, child pain, parent education (less than high school, high school, or more than high school) and age, number of years living in the USA, and whether there was any discussion of mental health with the MA.
Logistic regression was also used to model the odds that the parent strongly disagreed the MA asked inappropriate questions, acted bossy, made the parent feel uncomfortable, or did not understand the reason for the visit as a function of the same variables.
Human subjects
The Johns Hopkins School of Public Health Institutional Review Board approved the instrumentation, recruitment, and data collection procedures.
Results
Participants
All seven MAs agreed to participate. All were Latino and native Spanish speakers; two were male and five female. They had worked at the clinic for an average of 2.5 years (SD=1.8). None had training in mental health, child behavior, or child development. One was a physician in his native country but was not licensed in the United States.
The baseline cohort of families consisted of 136 parent-child pairs recruited 1 month before training. The second cohort included 137 pairs and the final cohort 123 pairs. Table 2 summarizes health and demographic characteristics of parents and children/youth. None of these characteristics differed among the cohorts. Parents' average age was 32 years (SD=7.8) and they resided in the United States for an average of 10.6 years (SD=6.14); most were mothers.
Uptake of skills
MAs changed their communication style from the pre-training interaction with SPs compared with immediately following the final training session. The total number of patient-centered utterances per visit increased from an average of 38.1 at baseline (SD=13.7) to 45.0 after the final training (SD=12.9, p=0.035) ( Table 3) . However, at the 6-month assessment, the average fell back to baseline levels (37.3, SD=5.1).
MAs changed their use of some skills taught but not others (see Table 3 ). Given the small number of trainees, we did not attempt to apply statistical tests. All MAs used orienting statements (stating their role, saying what would happen next) and started with open-ended questions at baseline, and they continued both at follow-up. Only two practiced specific verbal greetings (using the parent's or child's name) at baseline; this did not improve. Checking for additional concerns, reviewing the agenda for the visit, and making encouraging statements all improved from baseline, but the last two became less common at follow-up.
Parent communication with medical assistants
More parents recruited 1 and 6 months after the training were willing to discuss mental health problems compared with parents recruited before the training (see Fig. 1 ). For example, before the training only 67% of parents strongly agreed that they should discuss their child's feelings or behaviors with the MA compared with 91% of parents directly after the training and 85% of parents 6 months after the training. These findings were consistent after controlling for covariates (Table 4) . Parents with moderate to high PHQ scores were more than twice as likely to say MAs should discuss parental stress. Those with more than a high school education were less likely than those with less than a high school education to agree MAs should discuss mental health.
Parents had more positive perceptions of MAs following the training. After controlling for the same covariates shown in Table 4 , those recruited in the month after the training had 1.81 higher odds (95% confidence intervals, CI=1.01-3.27) of strongly disagreeing that the MA asked inappropriate questions, 2.11 higher odds (95% CI=1.12-3.91) of strongly disagreeing that the MA acted bossy, 2.22 higher odds (95% CI=1.34-4.32) of strongly disagreeing that the MA made them feel uncomfortable, and 3.24 higher odds (95% CI=1.65-6.25) of strongly disagreeing that the MA did not understand the reason for the visit. All but one of these findings ("made me feel uncomfortable") were sustained 6 months following the training.
Roughly 30% of parents in each cohort discussed at least one mental health topic with the MA, which did not change after the training. However, before the training, 10.2% of parents discussed mental health with the MA but not the PCP, compared with 5.8% in the month following the training, but this never happened 6 months after the training. The training did not increase visit length as reported by the parent. Before the training, 27.8% (n=32) of parents spent more than 10 minutes with the MA, 43.5% (n=50) 5-10 minutes, and 28.7% (n=33) less than 5 minutes. In the month following the training, 12.6% (n=15) spent more than 10 minutes with the MA, 62.2% (n=74) 5-10 minutes, and 25.2% (n=30) less than 5 minutes (p=0.01); the finding was similar 6 months after the initial training. Thus, after the training fewer parents spent more than 10 minutes with the MA.
Staff feedback on training
During meetings with staff 6 months after the training, MAs perceived they were better at helping families feel comfortable during the visit and encouraging them to discuss their mental health problems, though they also believed some parents preferred to discuss mental health with PCPs because MAs lacked "status."
MAs reported using more open-ended questions after the training and feeling more prepared to respond to parents who were angry or stressed during the visit. They said the training prompted them to promote other center services, and they felt empowered to suggest parents talk to a social worker as well as the PCP. However, they felt that productivity demands and the difficulty of finding private space in which to engage families limited their ability to use their new skills.
Although MAs found the training engaging, they would have liked more time for practice and direct feedback on their work. They thought new staff should receive the training but did not wish to become trainers, in part because none wanted to be viewed as superior to others.
PCPs did not perceive a change in MAs' behavior and reported no impact, positive or negative, of the training on their interactions with MAs or patients. PCPs did not feel that there had been a change in the number of patients identified as having mental health problems. They supported training for the MAs but underscored a requirement that it not slow the pace of visits or reduce practice efficiency.
Table 3
Uptake of skills and change in patient-centeredness
Skill or interaction
One week before first training session *Difference between 1 week before first training session and immediately after final training session statistically significant at p=0.035 a Only six of the seven trainees were able to participate in the final SP visit Discussion A brief communication skills training for MAs was associated with improvements in parents' perceptions of care and their willingness to discuss mental health concerns. After the training, fewer parents reported that they had told an MA about a concern but then did not discuss it with the PCP. There is some evidence that these shifts in attitudes resulted from changes in MAs' interactions with parents; in the SP assessments, MAs increased their patient-centeredness, voiced more encouragement, and more often asked families to consider their agenda for the visit. MAs were receptive to the training and reported improvement in their abilities to respond to patients with mental health problems and function as part of a team to encourage patients to utilize other resources at the center. MAs were able to apply their skills without lengthening visits or disrupting patient care. PCPs were supportive of the training and did not report an increase in the volume of patients with mental health problems following the training, suggesting that MAs were not overburdening PCPs with additional work.
Though to the authors knowledge, this is the first study that aimed to teach mental health-related communication skills to MAs, it is one of many studies that have found that brief training can have lasting impact on the way that clinicians interact with patients. 48, 49 The results of the training are consistent with those of a prior trial involving PCPs, where a similar training (which also consisted of three 1 hour sessions followed by practice with standardized patients) increased patientcenteredness among trainees compared to control providers who received only written material. 1, 50 The need for communication skills training has been advocated across the span of medical education and for other office staff in primary care practices. 51 
Figure 1
Proportion of parents who strongly agreed that ma should discuss topic. *pG0.05, **pG0.01, ***pG0.001 Table 4 Logistic regression of parent willingness to discuss topic with medical assistant There are several limitations to this pilot study. The results of a quasi-experimental study at a single site must be considered preliminary. Compared with those in other studies, a high proportion of parents reported at baseline that they discussed mental health during the visit. 4 A ceiling effect may have occurred in the ability to increase the proportion of visits including discussion of mental health within this particular clinic. Future efforts should examine how similar training functions in different practice structures and among different racial and ethnic groups.
Although these findings are promising, in the absence of a comparison group, we cannot rule out that some external factors could account for the improvements in parents' perceptions of care and willingness to discuss mental health. However, no organizational changes or competing educational interventions occurred, and, notably, several of our findings follow a pattern in which the outcome improves directly following the initial training and then dissipates but remains significantly better 6 months later (changes also consistent with the decay in patient-centeredness and skill use found at 4 months after training). In fact, the lack of organizational change-in particular the ongoing pressure for productivity and the inability to resolve the dilemma of not having private space in which MAs could ascertain patient concerns-is a likely contributor to the fall-off in use of skills. Though it would certainly be desirable to have ongoing sessions reviewing the skills for which there was less uptake, the dissemination literature emphasizes that clinician behavioral change requires organizational support and, in many cases, organizational changes. 52 In addition, the clinic may benefit from some means of institutionalizing this sort of patient-MA interaction either through continued education or incorporating these communication skills into MAs' core competencies.
Implications for Behavioral Health
Training MAs could be a relatively easy-to-implement component of educational and organizational interventions aimed at improving primary care mental health services. 3 MAs could receive training as part of the implementation of collaborative care or other efforts to integrate behavioral and physical health services. Such training would be consistent with the medical home model of delivering primary care, which emphasize the importance of a team-based approach to care that capitalize on the resources of practices to address the health and mental health needs of patients. 6, 53 The transformation of primary care practices into fully functioning medical homes is a core component of the Patient Protection and Affordable Care Act of 2010 (ACA), which provides financial incentives, training, and other forms of support for practices to become medical homes. In addition, expansion of Medicaid eligibility requirements and the establishment of health insurance exchanges as a result of the ACA are expected to extend health care coverage to millions of Americans with mental health problems 54 -individuals who are most likely to seek help in primary care given the chronic shortage of mental health specialists. 55 Facing the increased strain of treating more patients with mental health problems, primary care practices need practical strategies to best utilize their staff resources and enhance the functioning of the primary care team to address mental health concerns. Training MAs could be one component of such strategies and could complement efforts of the Substance Abuse and Mental Health Services Administration and Agency for Healthcare Research and Quality to integrate mental health and primary care services. This pilot study suggests that MAs may be well positioned to help promote the discussion of mental health problems with PCPs and help patients feel comfortable with the idea of primary care as a source of mental health care, but further work is needed to understand the other roles that MAs could play in the actual delivery of care. Further, given the range of educational backgrounds and levels of training among MAs, primary care practices will need to navigate the appropriate scope of practice for MAs.
The training is practical-it required about 3 hours of MA time, was delivered at times that MAs were available, and provided MAs with an opportunity to share their experiences, learn from each other, and model behaviors. The use of SPs in this type of training has become common, and the short (approximately 5-minutes) SP visits with MAs are an efficient way for MAs to practice their skills without disrupting work.
Nonetheless, the study identified some threats to scalability and avenues for future research. Threats to scalability included the location where MAs interacted with patients: a nursing station where privacy was not assured and the overall pace of work challenged the ability to discuss sensitive topics. Consistent with MAs' concerns about the lack of their social status with patients, more educated parents were slightly less willing to talk with them about mental health. Finally, MAs worried that becoming trainers would create status differences among themselves.
Although parents' willingness to discuss every type of mental health concern improved after training, roughly 40% remained uncertain MAs should discuss family problems, and about 25% did not strongly agree they should discuss parental stress. Other studies have suggested mothers are more satisfied with pediatric visits during which the PCP addresses maternal stress, 56 but some parents might have reservations about discussing such problems with MAs. These concerns should be considered in future trainings and may have been specific to this clinic or population.
This pilot focused on pediatric primary care but replication of this training in adult primary care and other community health care settings would provide opportunities to understand how the training could be adapted to fit the context and needs of a particular site or community. Implementation of the training in diverse sites may allow for quasi-experimental comparisons of outcomes and be useful to understand how this type of training can be integrated with other models of care and improve outcomes. There are plans to test this type of MA training through a multi-arm randomized trial that would involve multiple clinics and examine the benefits of combining the MA training with PCP communication training and changes in practice workflows. Future evaluations of the training would examine possible changes in referrals, billing patterns, and health outcomes. There are also tentative considerations of incorporating the training into states' efforts to enhance mental health services in primary care for children and consider whether MAs could play other roles in the delivery of care, including care monitoring and follow-up with families.
As providers, payers, and policymakers look for efficient strategies to improve the delivery of mental health services in primary care, opportunities may exist for MAs to acquire skills and take a more substantial role in delivering care. Further research should build on this preliminary work to test the training in other settings and among different patient populations, as well as identify other skills MAs could learn to promote primary care as a source of mental health treatment, and more effectively function as part of the primary care team.
